A 21-year old African American male presented with a single gunshot wound to the left posterior chest inferior and medial to the scapular spine. EMS performed a left needle thoracostomy for tension pneumothorax. In the trauma bay, the patient was hemodynamically stable with a GCS 15 and moving all extremities. A chest tube was placed with an initial output of 700 mL of blood and the patient was intubated. A portable chest radiograph demonstrated a bullet overlying the right inferior hilum (Figure 1 ). Secondary survey noted left chest wall and neck subcutaneous emphysema. Given the patient's stability, a computed tomography angiogram (CTA) of the neck and chest was obtained to assess vessels and trajectory. CTA showed no major vascular injury. The bullet was located in the right inferior pulmonary hilum, but there was no obvious trajectory landing the bullet in the contralateral hemithorax. A large amount of pneumomediastinum suggested a large airway injury (Figure 2 ).
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The patient was brought to the operating room for bronchoscopy, esophagoscopy and possible thoracic exploration. On bronchoscopy, a bullet was seen lodged in the right bronchus intermedius concerning for bullet aspiration from a left sided pulmonary wound or proximal airway injury ( Figure 3 ). On further bronchoscopic evaluation, a hole was identified on the left anterolateral wall of the cervical trachea at the thoracic outlet ( Figure 4 ). Esophagoscopy was unremarkable for injury.
The bullet was retrieved with endoscopic forceps and bronchoscope withdrawal. This necessitated controlled extubation and reintubation, as the bullet diameter was larger than the endotracheal tube. The left neck was then explored via incision along the anterior border of the sternocleidomastoid ( Figure 5 ). The tracheal injury, at the inferior aspect of the incision, was repaired primarily with interrupted absorbable suture and buttressed with a muscle flap from the SCM.
The patient recovered well and was discharged post-injury day five without event. 
Discussion
This is a rare case of a gunshot wound to the posterior chest with concern for a transmediastinal trajectory that ricocheted into the cervical trachea resulting in bullet aspiration into the right bronchus intermedus. To our knowledge, this is the first published case of a thoracic gunshot wound resulting in an isolated cervical tracheal injury. Radiographically there was a peripheral lung injury and a large amount of pneumomediastinum. No disruptions to the tracheobronchial tree were identified. Due to bullet scatter, we were unable to decipher whether the bullet in the right inferior hilum was adjacent to, or inside the bronchus.
Tracheal injury after penetrating chest wounds is rare and usually associated with other injuries to the great vessels, lung, and heart. Transmediastinal bullet trajectory is typically fatal prior to hospital presentation. Initial imaging suggested our patient suffered a transmediastinal bullet wound with a likely aerodigestive tract injury. Identified aerodigestive injuries after mediastinal gunshot wounds occurs in less than 1% of patients, likely due to the high initial mortality rates from these injuries [1, 2] . In hemodynamically stable patients, CT angiography combined with endoscopy is recommended for initial evaluation of injuries. In hemodynamically unstable patients, emergent surgery combined with endoscopy is recommended.
Bullet aspiration into the pulmonary tree is a rare occurrence with few reports in the literature [3] [4] [5] [6] . There are no previous reports of thoracic gunshot wounds resulting in cervical tracheal injury and bullet aspiration. This case highlights the importance of endoscopy in the evaluation of penetrating mediastinal injuries with the caveat that cervical tracheal injuries should not be excluded. When bullet fragments are found in the pulmonary tree without obvious injury, it is important to evaluate the proximal trachea with partial endoscope and / or endotracheal tube withdrawal. 
